- ; PRINTED: 09/20/2012
DEPARTMENT OF HEALTH AND HLIJMAN SERVICES S-bk / FORM APPROVED
CENTERS FOR MEDICARE & MED_ICAID SERVICES - ‘ l )O ?) ’ >—- OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION 1 (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING 01 - MAIN BUILDING 01
B.WING
445422 W‘ 09/17/2012
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
409 GRADY ROAD, PO BOX 957
LTH CARE CEN !
ETOWAH HEALTH C CENTER ETOWAH, TN 37331
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EAGH DEFICIENCY MUST BEIPRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
DISCLAIMER: “Preparation and/or .
};323 NFPA 101 LIFE SAFETY CODE STANDARD K025 execution of this plan of correction does not ]9 /15 I:)-
= . . itute admissi agreemnent by the
Smoke barriers are constructed to provide at constitute admission or a3 y

provider of the truth of the facts alleged or
conclusions set forth of the statement of
deficiencies. This plan is prepared and/or
executed solely because it is required.”

least a one half hour fire resistance rafing in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames, Aminimum of two
separate compartments are provided on each

floor. Dampers are not required in duct Administrator___. " Date
penetrations of smoke barriers in fully ducted

heating, ventilating, and air conditioning systems. ’

19.3.7.3, 19.3.7.5, 19.1 6£6.3,19164 K025  LIFE SAFETY CODE STANDARD

What corrective action(s) will be accomplished
for those residents found to have been affected
by the deficient practice?

This STANDARD is not met as evidenced by:
Based on observation, the facility failed to assure

. . ? No residents could be identified. Penetrations in
smoke barrier fire ratings are maintained.

the (1) hour construction that separates the
housekeeping storage room from the paticnt care
area was caulked by maintenance assistant on
September 17, 2012.

The findings include:;

Observation on September 17, 2012 at 10:20
a.m, revealed numerous penetrations in the one

(1) hour construction that separates the gow v:in éo::tid;::tirf); ottl;;rba;ﬁd::;smléaving
i : i ¢ potential to be affec _
2?:38 ekeepmg StOFGQE_rOOITI from the patient care deficient practice and what corrective action

- ; - 1 o

will be taken,

Maintenance staff was instructed on 9/17/2012 by
administrator as to the need for inspection of firc
rated walls to prevent penetration from occurring

This finding was verified by the maintenance
supervisor and acknowledged by the

administrator during the exit conference on without immediately correcting upon
September 17, 2012, observation. Maintenance directo'r inspected
K 147 } NFPA 101 LIFE SAFETY CODE STANDARD K 147 building to identify other penctrations and none
S8<D wetre found.

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESE "G SIGNATURE TITLE (X6) DATE
= ,ﬂ;/v‘gfffc £ YT LN ro/&/fr
[

Any deﬁciei‘rcrﬁatement ending with an asterisk (*) denoles a deficiency which the institution may be excused from cormrecting providing it is determined that
other safeguards provide sufficient protection fo the patisnts. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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- i PRINTED; 09.'20f2b12
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES [8.8)] PRdVIDER)‘SUPPLIERICUA {X2} MULTIPLE CONSTRUCTION {%X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLEYED
; A. BUILDING 07 - MAIN BUILDING 01
B. WiN
445422 G 09/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
409 GRADY ROAD, PO BOX 957
OWAH HEALTH CARE CENTE !
ET R ETOWAH, TN 37331
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [[a] PROVIDER'S PLAN OF CORRECTION {X5)
PREFE)X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHROULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY}
What measures will be put into place or what :
I‘éng NFPA 101 LIFE SAFETY CODE STANDARD K 025 systemic changes you will make fo ensure that ’Q/)B iy

i . the deficient practice does not recur:
Smoke barriers are constructed to provide at P

least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are

Facility areas including locked storage areas will
be inspected monthly by maintenance dep.artmcnt
or designee for penelrations and results will be

protected by fire-rated glazing or by wired glass "| placed on the monthly preventative maintcnance
panels and steel frames. Aminimum of two log.

a i . .
:ggr reg:ﬁrga‘ar:? ;.‘2:3 arsigg ‘;:ldggc?n each How the corrective g‘t‘.ti‘bn(s) will be monitored
penéﬁations of smoke I:I;quriérs in fully ducted to ensure the deficient practice will not rezur,

. o . e Y i, hat quali urance program will be
heating, ventilating, and air conditioning systems. e, what quality ass progr

i fage:
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.64 put into place

1t will be the responsibilily of the Maintenance
Director to review monthly logs, times a
minimum of four weeks or until substantial
compliance is achieved. Findings from the

This STANDARD is not met as evidenced by: monthly logs will be reviewe% by mainlenan;i i
Based on observation, the facility failed to assure d“";lmf to dﬂem:;nc_ﬁﬂge ﬂ(;‘:;lcusgsr;zﬁ;ﬂ:}f; gﬁm
smoke barrier fire ratings are maintained. prob'em areas and wi

Quality Assurance (QA) meeting and a correcti\fe
action plan will be developed and implemented if

The findings include: fecessary.

Observation on September 17, 2012 at 10:20
a.m. revealed numerous penetrations in the one
(1) hour construction that separates the
housekeeping storage room from the patient care
area, .

This finding was verified by the maintenance
supervisor and acknowledged by the
administrator during the exit conference on
September 17, 2012.

K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
88=D
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

LABORATO IRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
%A%: Y4 ( Nt 10 /.t / fy.

Any deficiency statement ending with an asterisk;(*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards previde sufficient pratection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a pfan of correction is provided, For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made avaitable to the facility. If deficlencies are ¢ited, an approved plan of cotrection is requisite te continued
program participation.
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- ; PRINTED: 09/20/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
; A.BULDING 01 - MAIN BUILDING 04
445422 B WING 09/17/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
409 GRADY ROAD, PO BOX 957
ETOWAH HEALTH CARE CENTER ETOWAH, TN 37331
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES [»] PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE RRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY}
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
8%=D
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each .
floor. Dampers are not required in duct Lf
penetrations of smoke barriers in fully ducted
heating, ventitating, and air conditioning systems. ‘
19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4
This STANDARD is not met as evidenced by:
Based on observation, the facility failed to assure
smoke barrier fire ratings are maintained.
The findings include:
Observation on September 17, 2012 at 10:20
am. revealed numerous penetrations in the one
(1) hour construction that separates the
housekeeping storage reom from the patient care
area. ' .
This finding was verified by the maintenance corrective action(s) will be monitored
Supervisor and ac."knOWIedg.ed by the goewnst::e :he deficient pra(ct)ice will not recur,
administrator during the exit conference on i.e, what quality assurance program will be
September 17, 2012. put into place:
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
88=D Any findings from contracted installations “fill be ,'Q } 33 )b’_
Electrical wiring and equipment is in accordance reviewed by maintenance director o detcrmine
with NFPA 70, National Electrical Code. 9.1.2 compliance. If any problems arc identificd it will
be discussed in the next Quality Assurance (QA)
meeting. -

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
ofifls
L B&%L C 1%/’ LN | /1] (5

Any deficiency statement ending with an’a’sterisk {*} denotes a deficiency which the institution may be excused from corvecting providing it i_s determined that
other safeguards provide sufficient pratection to the patients. {See instructions.) Except for nursing hormes, the findings stated above are dlsclo§able 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are dlscIOSagble 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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PRINTED: 09/20/2012

DEPARTMENT OF HEALTH AND HUI:VIAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {xX1) PROViDERISUPPLIER!CLIA {%2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
| A BUILDING 04 - MAIN BUILDING 01
445422 8. WING 09/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
408 GRADY ROAD, PO BOX 957
ETOWAH HEALTH CARE CENTER ETOWAH, TN 37331
Xao | SUMMARY STATEMENT OF, DEFICIENCIES o PROVIDER'S PLAN QF CORRECTION (x5)
PREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 l
S8=D
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each .
floor. Dampers are not required in duct n
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems. !
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6 .4
This STANDARD is not met as evidenced by:
Based on observation, the facility failed to assure
smoke bartier fire ratings are maintained.
The findings include:
Observation on September 17, 2012 at 10:20
a.m. revealed numerous penetrations in the one
(1) hour construction that separates the
housekeeping storage room from the patient care
area. '
This finding was verified by the maintenance DISCLAIMER: “Preparation and/or
supervisor and acknowledged by the execution of this plan of correction ;loe; not
s - : constitute admission or agreement by the
administrator during the exit conference on | provider of the truth of the facts alleged or
September 17, 2012. conclusions set forth of the statement of l a [
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 | geficiencies. This plan is prepared and/or PR L
$8=D executed solely because it is required.”
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
Administrator Date
LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
bl S > S Lol £L3) >

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that

» other safeguards provide sufiicient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

foltowing the date of survey whether or not a plan of correction is provided. For nursing hemes, {he above findings and ptans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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PRINTED: 08/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MED]C!AID SERVICES

. OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
i A. BUILDING 01 - MAIN BUILDING 01
B. WING
445422 0511712042

NAME OF PROVIDER OR SUPPLIER

ETOWAH HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
403 GRADY ROAD, PO BOX 957

ETOWAH, TN 37331

x4 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. K 147 LIFE SAFETY CODE STANDARD
K 147 | Continued From page 1 K147

l } N ) Ia
What corrective action(s) will be accomplished

for those residents found to have been affected
by the deficient practice?

This STANDARD is not met as evidenced by:
Based on observation, the facility failed to assure

electrical wiring is installed in'accordance with

NFPA 70. No residents could be identified. The (1) orange

electrical extension cord wired directly into the
electric panel with no conguit as permanent use
for emergency power when needed, was removed

The findings include:

Observation on September 17, 2012 at 10:10
a.m. revealed one (1) orange electrical extension
cord wired directly in to the electric panel with no
conduit as permanent use for emergency power

and was hard wired, to panel and wire was placed
inside conduit and ran to a receptacle ontlet with
a red emergency face plate by licensed
electrician.

when needed,

Heow will you identify other residents having
the potential to be affected by the same
deficient practice and what corrective action
will be taken.

This finding was verified by the maintenance
supervisor and acknowledged by the
administrator during the exit conference on
September 17, 2012.

Maintenance was in-serviced by administrator on
9/17/2012 in regards 1o the installation of line
voltage electrical wire, emergency or non-
emergency, within building being run through
conduit. Maintenance staff inspected other
emergency wiring to identify if other wires were
in need of being placed in conduit. No other

. areas of concemn were identified.

‘What measures will be put into place or what
systemic changes you will make to ensure that
the deficient practice does not recur:

Facility areas in which emcrgency power is
accessible will have wires ran in conduit and
checked off by maintenance depariment or
designee for proper installation according to
regulations. Prior to the completion of any
contracted elecirical work, maintenance director
will inform contractor of the correct regulations.

]
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DEPARTMENT OF HEALTH AND HUl\:JlAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0972072012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: GOMPLETED
\ A.BULDING 01 - MAIN BUILDING 01
: B. WING
445422 09117/2012
NAME Of PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
409 GRADY ROAD, PO BOX 957
ETOWAH HEALTH CARE CENTER !
ETOWAH, TN 37331
a0 | SUMMARY STATEMENT OF|DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (x5)
PREFiIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 147 | Continued From page 1 K 147! How the corrective action(s) will be monitored
to ensure the deficient practice will not recur,
i.e., what quality assurance program will he ]q }‘)-}_‘) t
This STANDARD is not met as evidenced by: put into place:
Base'd on 9‘?539"3.“0"’ the _fac:llty failed to a:ssure Any findings from contracted installations will be
electrical wiring is installed in accordance with revicwed by maintenance director to determine
NFPA70. compliance. If any problems are identified it will
. . be discussed in the next Quality Assurance (QA)
The findings include: mecting, - Ly
Observation on September 17, 2012 at 10:10
a.m, revealed one (1) orange electrical extension )
cord wired directly in to the electric panel with no
conduit as permanent use for emergency power
when needed.
This finding was verified by the maintenance
supervisor and acknowledged by the
administrator during the exit conference on
September 17, 2012. -
FORM CMS3-2567(02-99} Previous Versions Obsolete Event [D: Mva321 Facility (D; THN5405 If continuation sheet Page 2of 2




